Introduction
Accurate assessment of prenatal care utilization is the critical first step in the development of public health programs to improve prenatal care accessibility and ultimately to improve birth outcomes. The assessment of the adequacy of prenatal care utilization is heavily shaped by the way in which utilization is measured.
Currently Adequacy ofPrenatal Care Utilization Inde
The weaknesses of the Kessner Index led the author to try to develop an alternative prenatal care utilization algorithm, based on birth certificate data. The proposed Adequacy of Prenatal Care Utilization (APNCU) Index attempts to characterize prenatal care utilization on two independent and distinctive dimensions: Adequacy of Initiation of Prenatal Care and Adequacy of Received Services (once prenatal care has begun). This two-factor index does not assess the quality of the prenatal care that is delivered, but simply its utilization.
The initial dimension, Adequacy of Initiation of Prenatal Care, characterizes the adequacy of the timing of initiation of care. The month prenatal care begins, which is recorded on the birth certificate, corresponds directly to the adequacy of timing of initiation of prenatal care. The underlying assumption is that the earlier the initiation, the more adequate the prenatal care. The month in which care is initiated is grouped not by trimester, but into four slightly different adequacy groupings: months 1 and 2, months 3 and 4, months 5 and 6, and months 7 through 9.
The second trimester was felt to cover too broad a time period to be useful as a single initiation date category. No prenatal care, which can be isolated in this index, is grouped in the late or inadequate care category for this dimension.
The second dimension, Adequacy of Received Services, characterizes the adequacy of the prenatal care visits received during the time the woman is actually in prenatal care (i.e., from initiation until the delivery). The expected number of visits is based on the ACOG prenatal care visitation standards for uncomplicated pregnancies,12 adjusted for the gestational age at initiation of care and for the gestational age at delivery. The measure for Adequacy of Received Services is the ratio of the actual number of visits to the expected number of visits.
The expected number of visits for each pregnancy can be calculated easily (by computer or by hand) by noting the number of ACOG-recommended prenatal care visits for a pregnancy of a given gestation and then adjusting or reducing that number based on the gestational age at initiation of care (missed visits are assumed not to be made up). Essentially, this procedure measures a segment of a fixed recommended prenatal care utilization metric, but in contrast to the Kessner Index, it is adjusted at two places: when the woman begins prenatal care and when she delivers. For example, for a 40-week pregnancy, ACOG recommends 14 visits; if care began in month 4 (three missed visits), then the expected number of visits would be 11. The number of actual or observed visits can be directly recorded from the birth certificate (or any other prenatal care data source). The proposed APNCU Index attempts to correct these four limitations of the Kessner Index. The independent assessment of prenatal care utilization after initiation, adjusted for the full range of gestational ages, is clearly the most important new feature of the APNCU Index. It provides information and a perspective on prenatal care utilization that is not presently available to the US public health community. This is important because many maternal and child health intervention programs are targeted toward continuity of prenatal care services or enhancement of services once a woman has entered care (e.g., case management, risk screening, home visitations). This new component should allow for a more direct assessment of these initiatives, independent of the timing of initiation of care. Recent Medicaid enhancements appear to have differential effects on the two different components of prenatal care utilization. 20 The proposed APNCU Index can be seen as a second-generation prenatal care adequacy index. The APNCU Index was developed in 1987 and improved through feedback from multiple early users. The current version (III) includes an Adequate Plus category in the Summary Index; distinguishes "no prenatal care" within the Inadequate care category; has further clarified the coding of "no data," "missing data," and unusual data combinations; and allows users to adapt the computer program for unusual coding conventions in their own databases. The present version is basically a very minor revision of the prior APNCU Index's algorithms.
There are limitations to this new APNCU Index. First, it does not measure the adequacy of the content of prenatal care, but merely that of the utilization of prenatal care; hence its name. Second, the APNCU Index is only as accurate as the data (birth certificate or otherwise) used to calculate it. Inaccuracies in birth certificate data have been well documented, especially for prenatal care information2 and gestational age.24 Third, this index has the opposite bias of the Kessner Index: the longer the pregnancy, the more opportunity to miss prenatal care visits, and hence the less likelihood of a rating of Adequate or Adequate Plus.18 This bias is not, however, built into the structure of the index; the adequacy ratings accurately reflect the increasing difficulty that women have in meeting the demanding ACOG recommendations as the pregnancy continues. Fourth, the present APNCU Index does not adjust for the risk conditions of the mother. The ACOG recommendations are for women with uncomplicated pregnancies; thus, the APNCU Index produces a slightly conservative estimate of inadequate prenatal care utilization because it underestimates the true need for prenatal care visits.
Conwlusions
The proposed APNCU Index, with its two components, provides a more accurate and comprehensive set of measures of prenatal care utilization than the widely used Kessner Index. The accurate measurement of prenatal care utilization is a critical step in the development of public health programs to improve prenatal care services and ultimately to improve birth outcomes. O Prenatal Care Use
